'sarcoid' is used only to describe the noncaseating tuberculoid granulomas found in about 60% of all cases of Crohn's disease. It is most important to exclude tuberculosis as a cause for the appearances by appropriate investigations.
The particular interest in the case reported here is the presence of a skin lesion under the right breast containing a sarcoid reaction in addition to similar changes in the perineum and groins. There has been only one other case at St Mark's Hospital in which a skin lesion has been found remote from the gastrointestinal tract and separated from the latter by normal skin: this patient had extensive ulceration of the buttocks and perineum after a proctocolectomy for Crohn's disease and a florin-sized ulcer on his penis. A widespread sarcoid reaction was found in biopsies of the edge of the ulcerated areas including the penile lesion. Laboratory investigations failed to implicate tuberculosis as a cause for the appearances. Moreover it is our experience at St Mark's that patients with Crohn's disease in whom the histopathology has some resemblance to tuberculosis fail to respond to antituberculous treatment. The histopathological differences between Crohn's disease and ulcerative colitis are recognizable in most cases of diffuse or segmental inflammation of the colon and rectum but there remains a small minority of cases in which the distinction cannot be made on histopathological evidence alone.
Dr I B Sneddon: As Dr Pegum has asked for suggestions for treatment an experience with a similar patient, a man with Crohn's disease who developed granulomatous ulceration of the groins with acne conglobata, may help. Because of the acne tetracycline 250 mg b.d. and tab. stilbcestrol 1 mg daily were given and much to my surprise the acne and the ulceration healed within three months. Dr A Jarrett: I was a little puzzled by the interpretation of the lesions on this patient's chest and perineum. I understand it has been suggested that these are in the nature of metastases. Sarcoid is now regarded as a tissue reaction to a number of stimuli, which include tuberculosis, leprosy, beryllium and silica, and can occur simultaneously in many tissues. Another puzzling aspect is that sarcoid lesions in the skin rarely ulcerate, yet this is a striking feature in this patient.
Lichen Amyloidosis W E Beer MRCPEd (for P D Samman MD FRCP)
Male, aged 50 History: Eczema of the legs for many years with occasional ulceration. He has had a considerable amount of treatment including injections for his varicose veins. First seen at Westminster Hospital in June 1963 when he had gross lichenification of t oth forearms, legs and feet. In addition, the legs I ad extensive moist eczematous areas with scattered, shallow, small ulcers. There was a larger ulcer behind the medial malleolus of his right leg. Response to outpatient treatment was poor and he was admitted in November 1963. With the use of local steroids the lichenification has become less obvious. A reddish brown papular rash, with a parallel linear configuration in places (especially the thighs), has become more obvious (Figs 1 and 2) . Irritation remains but is less intense. Biopsy from thigh (29.6.64): 'Lichen amyloidosis.' 8.7.64: Further confirmation of diagnosis of amyloidosis obtained on staining with thioflavine T. The material which gave a metachromatic reaction with methyl violet showed brilliant fluorescence.
Serum proteins (3.10.64): Total 6-7, albumin 2-6 (normal 3 14 7), al-globulin 0 5 (normal 0 1-0 5), C2-globulin 1-0 (normal 0A4-1 4), n-globulin 0 9 (normal 04-1-2), y-globulin 1V7 g/100 ml (normal 0 7-1 *5 g/l00 ml).
Comment
This case appears to support the observation that lichen amyloidosis may at times supervene in areas of lichenification. Dr A Jarrett: I was interested in the comment that thioflavine T stains amyloid. In my experience with normal tissues the only material that fluoresces after treating sections with this dye is nuclear protein. I wonder, therefore, whether fluorescence with this fluorochrome indicates that nuclear protein is present in amyloid.
Dr W E Beer: Thioflavine T stains a few substances including amyloid. In this particular site, at the dermoepidermal junction, the most likely substance is amyloid.
Dr Louis Forman: The y-globulin was raised in this patient. It would be of interest to screen the relatives. Porto, Cardoso & Venancio (1963, J. invest. Derm. 40, 169) recorded the finding of an abnormal a2-globulin in 16 of 21 patients, with localized cutaneous amyloidosis and this abnormal protein was present in the serum of the descendants of one patient.
Dr W E Beer: The y-globulin was only very slightly raised. We felt that this might possibly be due to mild infection as the result of repeated excoriation. The patient was subsequently treated with prednisone 10-20 mg daily for nine months with reduction in size of parotids and marked radiological clearing of lungs but no improvement of eyes. 
